INTRODUCTION
============

*Schistosomiasis mansoni* remains a serious public health problem, in Brazil and in the world. It is a systemic disease caused by a trematode helminth of the schistosoma genus, acquired by contact with contaminated water.^[@r01],[@r02]^ In symptomatic infections, gastrointestinal manifestations are the most common and dermatological manifestations are rarely diagnosed, even in endemic areas.^[@r01],[@r02],[@r03]^ When present, they usually occur in the anogenital region and more rarely in extragenital regions.^[@r04]^

CASE REPORT
===========

A 23-year-old female patient, single, nurse, born in and from Maceió/AL reported the onset of pruriginous lesions on the abdomen about 2 months before the appointment, with partial regression and onset of new lesions on the right scapular region and back two weeks later. She mentioned having followed some treatments using topical and oral medications (corticosteroids , antifungals , antibiotics) prescribed by dermatologists without success. She denied systemic complaints, history of river bathing in childhood and adolescence, the last occasion having happened four years ago. At the dermatological examination were found papulous red-brown and shiny coalescent lesions, forming zosteriform plaques on the abdomen, back and right scapular region ([Figures 1](#f01){ref-type="fig"},[2](#f02){ref-type="fig"} and [3](#f03){ref-type="fig"}). Complementary exams: hemogram with eosinophilia (13%); biochemistry without alterations; negative parasitological stool exam with 3 samples (Hoffman and Kato-Katz); serology for *schistosoma mansoni*(indirect immunofluorescence) was non-reactive; ultrasound of total abdomen without alterations. Histopathological exam: granulomatous inflammatory infiltrate composed of lymphocytes, plasmocytes and histiocytes, with rare giant cells surrounding parasite eggs (*s. mansoni*). Interspersed eosinophiles can also be observed. Epidermis without significant alterations ([Figure 4](#f04){ref-type="fig"}). Treatment: praziquantel 50 mg/kgm single dose. Evolution: total regression of lesions after a few months of treatment ([Figure 5](#f05){ref-type="fig"}).

![Papulous redbrown and shiny coalescent lesions, forming zosteriform plaques on the back](abd-88-06-0969-g01){#f01}

![Papulous redbrown and shiny coalescent, forming zosteriform plaques on the back and right scapular region](abd-88-06-0969-g02){#f02}

![Detail of lesions located on the back](abd-88-06-0969-g03){#f03}

![Inflammatory granulomatous infiltrate composed of lymphocytes, plasmocytes and histiocytes, with rare giant cells surrounding parasite eggs (S. MANSONI). Interspersed eosinophiles can also be observed](abd-88-06-0969-g04){#f04}

![Total regression of lesions after a few months of treatment](abd-88-06-0969-g05){#f05}

DISCUSSION
==========

Schistosomiasis is one of the most common diseases caused by helminths.^[@r01]^ There are three main species that are responsible for human infestation: the *s. haematobium*, the *s. japonicum* and the *s. mansoni*, the only species found in Brazil.^[@r01]^ Cutaneous lesions are rare in every form of schistosomiasis, even in regions where parasitosis is highly endemic.^[@r04]^ Cutaneous manifestations may be represented by cercarial dermatitis (caused by penetration of cercarias into the skin); by lesions shaped like hives derived from allergic phenomena of the penetration itself and by paragenital granulomas, which are explained by the onset, under normal conditions, of venous anastomoses of the mesenteric system with the pudendal plexus and venous system of the perineum. More rarely, there may appear the so called ectopic lesions, to which eggs or worms may migrate and cause granulomas on the skin and extragenital mucosae or in the central nervous system.^[@r05]^ The exact mechanism of this ectopic migration remains unknown. Some authors suggest that the parasite may migrate from the pelvic veins through the vertebral plexus and arrive at the spinal vessels, which would explain its characteristic zosteriform distribution.^[@r06]^ Other proposed mechanisms would be: **a)** embolization of *s.mansoni* eggs through the artery network, as consequence of the presence of arteriovenous shunts or congenital cardiovascular defects, such as patent foramen ovale; and **b)** oviposition *in situ*, after anomalous helminth migration.^[@r06]^ Clinically, lesions are isolated or coalescent papules, with an herpetiform arrangement or zosteriform distribution, occasionally forming plaques. Their coloration is discretely erythematous or hyperchromic, or even skin colored, and the surface is sometimes slightly shiny or crusty. Generally they are asymptomatic, but may present mild pruritus or painful sensation.^[@r07]^ In the case study of Guimarães and Souza, the predominant location was the trunk, usually restricted to one hemithorax, with prevalence in female patients and time of onset varying from a few months to years after the probable infection date.^[@r07]^ In most cases, there was history of bathing in rivers or lakes in endemic areas. Despite the characteristic morphotopography of the cutaneous lesions, the diagnosis is usually not made at the beginning of the clinical symptoms and is only established after the histopathological exam is done.^[@r02]^ Identification of schistosoma eggs at the anatomopathological exam is mandatory for diagnosis. The eggs are located in the dermis, sometimes in clusters, associated with a diffuse inflammatory infiltrate, with predominance of eosinophiles.^[@r03]^ Identification of the type of schistosoma in histological cuts depends on the position of the egg spine. S. mansoni eggs vary from 114 to 180 μm in length by 45 to 73 μm in width and contain a prominent lateral spine.^[@r03]^ The laboratory diagnosis of schistosomiasis can also be made by parasitological, immunological or rectal biopsy methods. Although the parasitological methods are more used, serological methods are considered more sensitive; however, an adequate gold standard is still needed, and their utilization is limited in endemic areas due to the occurrence of false positives.^[@r08]^ In the reported case, serology was non-reactive (false-negative result) and there was no association between the cutaneous manifestation and clinical findings or laboratory evidence of active visceral schistosomiasis. The supposed absence of systemic disease in patients with dermatological lesions was also reported by other authors.^[@r01],[@r02],[@r09]^ This indicates that the skin disease may appear even in the absence of internal organs involvement.^[@r09]^ It is essential for cutaneous schistosomiasis to be included in the list of differential diagnosis of skin lesions, mainly in endemic areas, since a late diagnosis and, consequently, delay in establishing adequate treatment may bring disastrous consequences for the patient, as cases have been reported where skin lesions preceded the onset of medullary lesions (neuroschistosomiasis), with sequelae like paresis and paraplegia.^[@r10]^ At present, the medications available for treatment of *Schistosomiasis mansoni*are oxamniquine and praziquantel. These two drugs are equivalent regarding efficacy and safety. Praziquantel is currently the drug of choice, considering the lower cost/treatment. The recommended praziquantel dose is 60mg/kg for children up to 15 years and 50mg/kg for adults, in a single dose, with high healing rates (60 to 90% in endemic areas and approximately 100% in non endemic areas).^[@r09]^
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